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doi:10.1016/j.fjs.2012.01.003Summary Aneurysms arising from the posterior inferior cerebellar artery (PICA) are
uncommon, accounting for 0.5e3% of all intracranial aneurysms. Symptoms and signs usually
include subarachnoid hemorrhage, neck pain, dizziness, and coma. We describe a patient
who presented with cervical myeloradiculopathy (manifested by neck, shoulder, and arm pain)
and an unsteady gait whose symptoms persisted after surgery on the cervical spine. A PICA
aneurysm was diagnosed incidentally when we performed computed tomography (CT) of the
brain and angiography after he fell into a coma. The patient was successfully treated with en-
dovascular therapy. We emphasize that the symptoms of a PICA aneurysm may clinically mimic
cervical myeloradiculopathy, and that PICA aneurysms may thus be overlooked.
Copyright ª 2012, Taiwan Surgical Association. Published by Elsevier Taiwan LLC. All rights
reserved.1. Introduction
Posterior circulation aneurysms arising from the posterior
inferior cerebellar artery (PICA) are uncommon, accounting
for 0.5e3% of all intracranial aneurysms.1 The most
frequent clinical presentation of PICA aneurysms is
subarachnoid hemorrhage (SAH), as described in a pub-
lished series.2 In addition, patients with a PICA aneurysm
may present with low cranial nerve deficits, other signs of
mass lesions, ischemic symptoms, and incidental findingseurosurgery, Chi Mei Medical
ng City, Tainan, Taiwan 710.
.com.tw (C.-W. Hung).
ight ª 2012, Taiwan Surgical Assoduring evaluation of an unrelated disease.3,4 Conventional
therapies include direct clipping, clipping/wrapping, trap-
ping with or without a bypass procedure, or endovascular
embolism. We report a patient with a ruptured PICA
aneurysm who showed signs and symptoms suggestive of
cervical myeloradiculopathy. He was successfully treated
with endovascular therapy. We also emphasize the impor-
tance of including PICA aneurysm in the differential diag-
nosis of cervical myeloradiculopathy.2. Case report
The patient was a 57-year-old man with a history of
a herniated intervertebral disc (HIVD) and myelopathy atciation. Published by Elsevier Taiwan LLC. All rights reserved.
Figure 1 Sagittal view of T2-weighted magnetic resonance
imaging (MRI) showing herniation at C5/6 and C6/7. A high
signal change was also noted at the C5 level of the spinal cord.
Posterior inferior cerebellar artery aneurysm 89C4/5 treated with cervical discectomy and anterior fusion
8 years previously. He denied a medical history of hyper-
tension or diabetes mellitus. He had been suffering from
progressive neck pain and numbness in all four limbs for 1
year. In addition to the neck pain, a faint association with
an intermittent unbalanced gait had also been reported.Figure 2 Six months after presentation, follow-up MRI of the cerv
upper figure shows the axial view of C5/6, and the right lower figuElectroencephalography and evoked potentials suggested
a left eighth cranial nerve lesion or inner ear lesion.
Conservative treatment was initiated. However, neck
stiffness and shoulder pain persisted.
Magnetic resonance imaging (MRI) of the cervical spine
showed a herniated intervertebral disc (HIVD) with
moderate stenosis at C5/6 and C6/7 (Fig. 1) and a small
area of hyperintensity in the cord on T2-weighted MRI was
also noted at C4/5 (Fig. 1). Neck collar fixation and
a rehabilitation program were advised. Six months later, he
was admitted to our hospital because painful numbness in
his neck and both arms had worsened. The neck pain was
associated with mild headache, shoulder pain, dizziness,
and an unsteady gait. A mild spastic gait was also noted.
The repeated cervical spinal MRI revealed similar findings
(Fig. 2).
Due to neurological deterioration, anterior cervical dis-
cectomy with fusion at C6/7 and an artificial disc replace-
ment at C5/6 were carried out. The patient was sent to the
intensive care unit for postoperative observation and was
returned to the ward 2 days later. The symptoms of bilat-
eral arm pain improved, but neck pain and dizziness did not
disappear. He suddenly developed profuse vomiting and
complained of a severe stinging sensation in the neck and
headache on the afternoon of the same day. Loss of
consciousness followed. The patient was immediately
intubated, and computed tomography (CT) of the brain
showed diffuse SAH within both sylvian fissures, the basal
cisterns, and along the falx cerebelli. A ruptured aneurysm
was strongly suspected, and a three-dimensional CT angi-
ography revealed the presence of a ruptured aneurysm
arising from the left vertebral artery (VA)-PICA, compli-
cated with diffuse basal cisternal and cerebral SAH andical spine still revealed herniation at C5/6 and C6/7. The right
re shows the axial view of C6/7.
Figure 3 Three-dimensional computed tomography (CT) angiography showing a left intradural vertebral artery-posterior inferior
cerebellar artery (VA-PICA) ruptured aneurysm (arrow in figures B, C, D, and E) complicated with diffuse basal cisternal and
cerebral subarachnoid hemorrhage (figure A).
90 C.-W. Hung et al.sequential hemoventricle (Fig. 3). Additionally, a conven-
tional four-vessel cerebral angiography was performed,
which revealed one fusiform aneurysm, about 4 6 mm in
size with a tiny daughter sac, originating from the left PICA
orifice (Fig. 4). Focal stenosis of the left VA was also noted,
and VA dissection was suspected. Our radiologist carefully
performed coil embolization (Fig. 5), followed by implan-
tation of an external ventricular drain to relieve early
hydrocephalus. The patient gradually regained conscious-
ness and was returned to the ordinary ward 9 days later. He
was discharged 3 months later as there was no evidence of
recurrent or residual aneurysm in the magnetic resonance
angiography (MRA) study (Fig. 6), and his symptoms had also
been ameliorated.Figure 4 Angiography showing a fusiform aneurys3. Discussion
Aneurysms of the VA complex are relatively uncommon.
More than 80% of PICA aneurysms arise from where the PICA
originates from the VA. The mean age at onset in such
patients has been shown to be 46.1 years (range 22e71),
and most patients have been males.5 There is a high inci-
dence of fusiform nonsaccular aneurysms at vertebrobasilar
locations, much more frequent than in the anterior circu-
lation. Many fusiform aneurysms that occur at the VA are
due to dissections and carry a high risk of bleeding.6 The
most frequent clinical presentation of VA or PICA aneurysms
is SAH.2 These aneurysms typically present with neck pain
over the posterior cervical and occipital region, but maym (arrow) originating from the left PICA orifice.
Figure 5 The aneurysm was embolized with a coil (arrow) and the PICA was also occluded.
Posterior inferior cerebellar artery aneurysm 91also be expressed by generalized severe headache and even
by altered consciousness. In PICA aneurysms, the patients
may manifest headache, and in a majority, vertigo and
drowsiness.7 In addition, unruptured VA, PICA, or verte-
brobasilar aneurysms can display lower cranial nerve
dysfunction, brainstem compression, or posterior fossa
symptoms such as nausea, vomiting, imbalance, or ataxia.
Early treatment for ruptured aneurysms is critical because
of a high re-bleeding rate and the potential risk of direct
brainstem compression leading to a high mortality rate.
Postoperative temporary or permanent lower cranial nerve
palsies occur in almost half of all cases. Endovascular
occlusion of PICA aneurysms increases the risk of ischemia
in the PICA territory. However, the risk of permanent
morbidity is fairly low.8
Patients with cervical myeloradiculopathy may have
pain in the neck or arm, and most have symptoms of limb
dysfunction. The symptoms of upper extremities mayFigure 6 There was no evidence of residual orinclude weakness, stiffness, or clumsiness. Similarly, the
symptoms of lower extremities may include weakness,
difficulty in walking, and loss of balance. The translational
motion in discs of the cervical spine accelerates further
degeneration.9 Static spinal cord compression in interver-
tebral spaces of disc degeneration and dynamic compres-
sion in upper adjacent spaces are occasionally found.10 In
our patient, as there was a history of cervical myelopathy
at C4/5 and cervical disc degeneration and stenosis at C5/6
and 6/7, we thought first that his progressively unsteady
gait had been caused by these degenerative discs. The
symptoms of loss of balance and unstable gait may occur in
PICA aneurysms and cervical myelopathy, but it is rare that
the symptoms of clumsiness of the hands and spasticity are
observed in PICA aneurysms. In this case, the patient felt
relief of the symptoms of bilateral arm pain after surgery,
but his neck pain and unsteady gait persisted. The persis-
tent symptoms should have promptly warned us to considerrecurrent aneurysm on the left PICA (arrow).
92 C.-W. Hung et al.other causes, and we now recognize the symptoms may
be the early signs of PICA aneurysm and must be quickly
addressed.4. Conclusions
PICA aneurysms are challenging lesions associated with high
mortality rates if early diagnosis is missed. Our patient with
a PICA aneurysm presented with neck pain, dizziness, and
an unsteady gait, which were associated with symptoms
and signs of cervical myeloradiculopathy. Fortunately in
this case, in spite of delayed diagnosis, the patient was
successfully treated with endovascular occlusion of the
aneurysm, and experienced only minor morbidity. We
should therefore pay more attention to the possibility of
PICA aneurysms in patients with persistent symptoms of
cervical myeloradiculopathy and make an appropriate
differential diagnosis.References
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